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This visit was a revisit for an ESRD
Recertification Survey completed on 4-23-12,
4-24-12, 4-25-12, 5-26-12, 4-27-12, 4-40-12, and
5-1-12.

Survey date: 6-27-12

Facility: 005139

Medicaid Vendor: 100217180A
Surveyor: Vicki Harmon, RN, PHNS

An Immediate Jeopardy was identified on
4-27-12. The facility was informed of the
Immediate Jeopardy on 4-27-12 at 3:20 PM. The
Immediate Jeopardy remained uncorrected at
survey exit.

A revisit survey identified that the Immediate
Jeopardy had been removed on 5-21-12 through
interview, observation, inservice attendance
record review, audit reviews, and hepatitis status
report review.

FMC Indianapolis North was found to be in
compliance with the Conditions for Certifications
for ESRD facilities 42 CFR Part 494. Four (4)
conditions and twenty-two (22) standards were
found to be correted as a result of this survey.

QA:
Linda Dubak, R.N.
July 5, 2012
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that

other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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